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Abstract
The genetically heterogeneous taxon Candida parapsilosis was
recently reclassiﬁed into three species: Candida parapsilosis,
Candida orthopsilosis and Candida metapsilosis. The prevalences of
these species among 141 bloodstream isolates tested in Brazil
were 88% for C. parapsilosis, 9% for C. orthopsilosis, and 3% for
C. metapsilosis. Except for three C. orthopsilosis isolates that were
considered resistant to 5-ﬂucytosine, all isolates representing
the different species of this complex were susceptible to poly-
enes, triazoles and caspofungin.
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Candida parapsilosis is one of the most frequent species caus-
ing candidaemia in hospitalized patients. In Europe, C. parapsi-
losis is the second or third most common agent, being
responsible for 15–23% of all candidaemic episodes [1,2],
and in the USA, C. parapsilosis is the third most common
agent in patients >12 years (12%) and the second most com-
mon in younger patients (34%) [3,4]. In Brazil and other
Latin American countries, C. parapsilosis accounts for 20–30%
of candidaemias, exhibiting similar prevalence rates among
adult and paediatric populations [5–7].
The genetically heterogeneous taxon C. parapsilosis was
reclassiﬁed into three species: C. parapsilosis, Candida orthopsi-
losis and Candida metapsilosis [8].
Recently, several authors have attempted to evaluate the
burden of superﬁcial and invasive fungal infections due to
C. orthopsilosis and C. metapsilosis [9,10]. Lockart et al. evalu-
ated 1929 presumed C. parapsilosis isolates from the world-
wide collection of the ARTEMIS Antifungal Surveillance
Program. The prevalence rate of C. parapsilosis complex
species varied by region, and the highest prevalence of C. ort-
hopsilosis was found in South America (10.9%). However,
considering that most strains tested in the ARTEMIS study
were obtained from different body sites and tissues, it is not
clear whether these ﬁndings may be extrapolated to the
epidemiology of candidaemia [10]. Van Asbeck et al. [7] also
found that prevalence rates of C. parapsilosis complex species
varied by geographical region, and that C. parapsilosis sensu
stricto was the most prevalent species in both superﬁcial and
invasive infections.
The most robust data regarding the epidemiology of hae-
matogenous infections caused by members of the C. parapsi-
losis complex were obtained by molecular identiﬁcation of 87
presumed C. parapsilosis isolates collected during a popula-
tion-based surveillance of candidaemia in Spain. C. orthopsilosis
and C. metapsilosis isolates were responsible for 5.7% and
6.8% of infections, respectively [9].
Despite all of these contributions to the ﬁeld, the epide-
miology of haematogenous infections caused by species of
the C. parapsilosis complex is still not completely under-
stood. This report provides data on the antifungal suscepti-
bility proﬁles and prevalence rates of C. orthopsilosis and
C. metapsilosis among 141 presumed C. parapsilosis blood-
stream isolates collected during a multicentre surveillance
study conducted in Brazil between 2003 and 2004. The
study was a prospective laboratory-based survey of candida-
emia, conducted in 11 general hospitals located in nine
cities of Brazil during a 24-month period. Details of the
patient characteristics are presented in the original publica-
tion [6]. Brieﬂy, the median age was 41 years (21% <1 year),
cancer was the most frequent underlying disease (27%), and
46% of patients were in an intensive-care unit. Each isolate
tested represents a different episode of candidaemia.
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Screening of C. parapsilosis complex isolates was based on
the evaluation of yeast micromorphology and biochemical
tests using the ID32 C System (bioMe´rieux, Marcy l’Etoile,
France).
For molecular identiﬁcation, DNA was extracted from sin-
gle colonies using the fast small-scale isolation procedure
described previously [11]. The internal transcribed spacer
sequence is a non-coding region of the conserved rRNA
genes. Therefore, it presents a high rate of polymorphism
and has been used as a tool for the identiﬁcation of fungal
species [12]. The internal transcribed spacer region was
ampliﬁed and sequenced using the C. parapsilosis-speciﬁc
primers CparapITSout F (5¢-CCGTCGTGCTGGGGATA-
GAG-3¢) and CparapITSout R (5¢-CATCGCACGGGATTCT-
CACC-3¢). Nucleotide sequences were analysed using the
Blastn program at the NCBI site (http://www.ncbi.nlm.nih.-
gov) for species identiﬁcation.
Antifungal susceptibility testing was performed using the
CLSI broth microdilution method [13]. The following antifun-
gal drugs were tested: amphotericin B, 5-ﬂucytosine, ﬂuco-
nazole, voriconazole, itraconazole and caspofungin. Although
endpoint reading for caspofungin is not mentioned in the
CLSI protocol, MIC endpoints were determined after 24 h,
on the basis of a prominent decrease in growth as compared
with that of the drug-free growth control, as suggested by
other authors [10]. Differences in antifungal susceptibility
patterns among species were evaluated using ANOVA.
After sequencing of amplicons from 141 isolates, 124
(88%) were identiﬁed as C. parapsilosis, 13 (9%) as C. orthopsi-
losis, and four (3%) as C. metapsilosis. This ﬁnding is consis-
tent with data previously published by Lockhart et al. [10]
after testing strains of the C. parapsilosis complex from Latin
America, and indicate that the prevalence of bloodstream
infections caused by C. orthopsilosis in that region (9%) is
probably higher than that in Europe (3.5–5.7%) and the USA
(5%) [9,10]. We also found that the prevalence of C. metapsi-
losis fungaemia in Brazil (3%) was lower than that docu-
mented in Spain (6.9%) [9].
Table 1 shows the results of antifungal susceptibility tests.
All isolates were equally susceptible to amphotericin B, vorico-
nazole, itraconazole and caspofungin. Despite the fact that
MIC50 and MIC90 values for C. metapsilosis isolates were
considerably higher than those obtained for C. parapsilosis
sensu stricto and C. orthopsilosis, no single isolate was consid-
ered to have Dose Dependent Susceptibility (DDS) and/or
resistance to azoles. It is of note that Van Asbeck et al. [14]
also found that C. metapsilosis strains were slightly less suscep-
tible to ﬂuconazole than were strains of the other species.
Consistent with data previously reported by Tavanti et al. [15],
the 5-ﬂucytosine MIC90 values obtained for our C. orthopsilosis
isolates were signiﬁcantly higher than those for the C. parapsilo-
sis and C. metapsilosis isolates (p <0.05). Finally, in contrast to
our data, Lockhart et al. [10] found that the MICs of echino-
candins for C. parapsilosis isolates were generally higher than
than those for C. orthopsilosis and C. metapsilosis isolates.
In conclusion, the data obtained here from a collection of
141 presumed C. parapsilosis bloodstream isolates show that
9% of them were C. orthopsilosis and that 3% were C. metapsi-
losis. Except for a few isolates of C. orthopsilosis which were
considered to be resistant to 5-ﬂucytosine and four
C. metapsilosis isolates for which slightly higher MICs of
ﬂuconazole were determined, most isolates were equally
susceptible to polyenes, voriconazole and caspofungin.
Although the isolates analysed here were obtained from the
largest epidemiological study of candidaemia ever reported in
Latin America, these data are not necessarily representative
of the entire region. Therefore, further studies with larger
number of isolates are needed to conﬁrm possible biological
TABLE 1. In vitro susceptibility of
the members of the Candida par-
apsilosis complex to six antifungal
agents
Drug Species
Range of
MIC (mg/L) MIC50 MIC90 Mean
Amphotericin B Candida parapsilosis (n = 124) 0.25–1 1.0 1.0 0.8
Candida orthopsilosis (n = 13) 0.25–1 0.5 1.0 0.62
Candida metapsilosis (n = 4) 0.25–1 0.5 1.0 0.69
Fluconazole C. parapsilosis (n = 124) 0.125–8 1.0 2.0 1.19
C. orthopsilosis (n = 13) 0.5–2.0 1.0 2.0 1.5
C. metapsilosis (n = 4) 2.0–4 4 4 3.5
5-Flucytosine C. parapsilosis (n = 124) 0.125–2.0 0.25 0.5 0.26
C. orthopsilosis (n = 13) 0.125 to >64 0.5 >64 11.47
C. metapsilosis (n = 4) 0.125–0.25 0.25 0.25 0.22
Itraconazole C. parapsilosis (n = 124) 0.03–0.5 0.03 0.06 0.04
C. orthopsilosis (n = 13) 0.03–0.125 0.06 0.125 0.07
C. metapsilosis (n = 4) 0.03–0.06 0.06 0.06 0.05
Caspofungin C. parapsilosis (n = 124) 0.5–2.0 1.0 1.0 1.08
C. orthopsilosis (n = 13) 0.5–2.0 1.0 1.0 0.88
C. metapsilosis (n = 4) 0.5–1 0.5 1.0 0.75
Voriconazole C. parapsilosis (n = 124) 0.03–0.125 0.03 0.03 0.05
C. orthopsilosis (n = 13) 0.03–0.06 0.03 0.06 0.04
C. metapsilosis (n = 4) 0.03–0.125 0.03 0.125 0.06
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differences, as well as to evaluate the clinical relevance of the
three species of the C. parapsilosis complex.
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